A major defect in modem life is a reluctance to pause to assess the contemporary scene. Failure to study the maps has started many a traveller on long and sometimes dangerous journeys. We work in an era and in a society which in spite of many frustrations are exciting and rich in promise. They also present challenges which, because of their potential dangers, cannot be ignored.
The practice and teaching of medicine are changing at such an increasing speed that if we are to control the future instead of being its victims we must develop flexibility of mind and readiness to adapt to new situations in ways which may not be traditional to a conservative profession. There are policy decisions to make before it is too late, but decisions achieve nothing unless implemented. This is my theme, for we are involved in evolutionary and revolutionary developments which must affect us all. The form of medical practice we have known will be scarcely recognizable in another decade.
It has long been taught that you cannot put new wine into old bottles. When these were goatskin containers which dried and cracked when empty thi&was true. It is no longer correct. You can, indeed you must, use old bottles if your supply of containers is inadequate for the fruits of a bumper harvest. The wine of which I speak is modern medicine, and time may well confirm the excellence of its vintage. The bottles constitute the media by which it is made available. They vary greatly in shape and size. In fact the potential of some has still not been explored. They include doctors, midwives, nurses and ancillary aids. The contribution which each can make to a co-ordinated service emphasizing the maintenance of health of body and mind needs review. It would include the prevention of disease and disaster, effective therapy in illness, and efficient rehabilitation to restore the patient as quickly as possible to home and community. The husband anxious about the health of wife or child is likely to have his work impaired. This human and humane aspect of medicine is often forgotten and is likely to be more so in an electronic computer age. Man comes into this world alone and his exit is equally lonely. There are innumerable occasions in the intervening years when in spite of many pretences his basic need is for the support and strength which a doctor can give. This can be more important than his medicine or his surgery.
The importance of ancillary aids in the practice of medicine is often forgotten until an absence of porters, laboratory technicians or secretaries causes a breakdown in the service. Expert scientists may assume a humble role in research and clinical medicine and, working in apparent isolation divorced from direct patient care, their potential as vessels for the new wine of medical progress may be underestimated. They must become accepted members of the clinical team. The rare advent of the Colebrooks with their control of streptococcal infection, Best with his insulin, or Fleming and Florey with penicillin, remind us of the debt already owed to this select band.
Nurse and doctor must inevitably remain key members of the team. The former is in the process of emancipation from ward kitchens, sluice rooms, and the occasional tyranny of yesterday's matron. At last it is recognized that it is possible to be a dedicated nurse for several days a week and a successful wife and mother at the same time. The buyer's market for nurse labour has gone, and not before its time. Many skills are now highly technical and teams need to be arranged accordingly. The wireless operator does not require the proficiency certificate of an engineer or a first mate, and in the electronic era of tomorrow the nurse with a capacity to monitor a labour ward accurately and intelligently may not be equipped to secure the type of academic qualification for nursing which many influential senior people now consider desirable. To compel her to do so could waste her time and even lose her services to nursing. With the changing pattem of obstetrics the key role of the midwife must be kept under constant review with due regard both to training and practice. Change for its own sake is neither to be welcomed nor rejected, but much of what evolves will benefit obstetrics and gynacology as well as medicine as a whole.
Nor is the doctor problem free from its difficulties. Clear thinking, sympathetic understanding, and firm action are essential. A requisite to the practice of safe medicine is the ability to communicate, to understand and to be understood. No sensible Englishman would expect to practise medicine in Turkey or in Yugoslavia unless he could speak the native language. Yet such is the potential value of a British diploma that families thousands of miles from Britain will make great sacrifices so that a medical son or daughter may travel in search of those magic letters which could prove so profitable. Overcrowded rooms in London where immigrant doctors study in vain for examinations they will never pass are witness to this folly. The tragedy is increased by the fact that excellent graduates who come from the same parts of the world with fine records and great ability, enabling them to compete with the best, suffer in their search for advanced training because of the accumulated reaction against their less fortunate colleagues. Meanwhile, graduates from Commonwealth schools where standards are high and where communication in English is no problem are discouraged in their efforts to enter Britain due to immigrant quotas. Increasing numbers are turning to America and, quick to realize the potential, that country which also needs doctors encourages final year medical students to fly on charter flights to important medical centres where they are given work, a warm welcome, and dollars sufficient to pay their fares. They return home for final examinations with an assurance that they will be even more welcome as doctors ifthey return to America. British medicine suffers now from this folly and will suffer still more unless the problem is dealt with resolutely and promptly.
Hospitals are notftechnical schools for teaching English, and if immigrant entry vouchers are necessary for doctors, it would be reasonable that they be given only to those who speak it and who have the requisite preliminary training. A corollary must be that for those who have this ability, neither race nor colour should be a bar either to advanced training at senior registrar or lecturer level or to consultant appointment. It is not always expedient for them to return to a country which is politically unstable or where revolution has occurred.
Even the Maftre de Chai hesitates to predict while the grape is still on the vine what the quality of the wine will be. Yet the variables he has to consider are simple compared with the multiplicity of complex factors influencing the development of medicine in this era of explosive change. None the less, certain qualities of the new wine of modern medicine are becoming clear. Three are worthy of brief review in an endeavour to see probable developments in perspective. They are: (1) Increasing emphasis on the patient as a member of society.
(2) Team work as the key to progress. (3) Expanding hospital influence throughout the community.
The Patient as a Member of Society A topical example of the patient in relation to society concerns unplanned pregnancy. Whether this is accepted philosophically or whether abortion is requested and performed, or requested and refused, a common denominator in every case is that conception was unwanted. Ignorance or lack of motivation is not peculiar to underdeveloped communities. Series reported in Britain of girls and women requesting abortion include 70% who used no contraceptives. The implication is that neither did their partners, but little is heard of serious attempts to create in the minds of boys and girls, as well as in the attitudes of men and women, a deeper sense of responsibility to one another, to themselves, to children as yet not conceived, and to the community as a whole. In ignorance they are allowed to walk dangerous paths with little warning of possible consequences and with minimal constructive effort to provide more attractive and safer routes.
In the first three months of 1969 compared with the corresponding period in 1968 there was an increase of 16 % in the number of new patients treated for gonorrhoea in England and Wales. The rise in new female attendances was nearly Section ofObstetrics & Gynacology in vain, for a better way of life. Just as a medical service efficient in its traditional sense should improve community health, so a healthy community would make minimal demands on a medical service. An effective educational programme would reduce the therapeutic load, but too many people are fearful of new ideas and innovations. To quote the words of Sir Julian Huxley and Max Nicholson from The Times (October 7, 1969) :
'What ought to frighten us most is not so much the vast scale and dangers of the problems immediately ahead, but our continuing reluctance to face them with greater intellectual energy, courage and adaptability.'
As citizens we have every right to expect politicians to plan for an ordered society, but as doctors we cannot opt out of our own responsibilities. Seen in this context of community medicine these will be much greater tomorrow than they were yesterday.
The 'pill' and the Abortion Act have had a profound effect on work and attitudes for most of us. Obstetricians and gynecologists who practise with due regard to 'good faith' have been involved more deeply than any other doctors. Work has increased with repercussions on waiting lists and beds. Beliefs long held have been challenged, and sometimes modified, so that friend may be divided from friend in reaction to the new situation. The concept of the patient in relation to the community has been taken a stage further and one cause for concern is the claim that the family and community can be deciding factors in determining what therapy is correct for a patient. These major issues cannot be solved easily, but if less time were spent protesting and more given to constructive thought on ways in which doctors could help society, positive action would replace pessimism and many people would be helped. For example, patients referred to an Oxford clinic for termination of pregnancy and those admitted with an incomplete or criminal abortion, were given a brief letter inviting them to attend a special family planning clinic held in the hospital outpatient department. The response was encouraging when over 400 attended in the first year. This emphasized that help was needed. The consulting obstetricians of the Region decided that family planning facilities should be available in the maternity hospitals. These attitudes confirm an awakening responsibility by the profession but obviously do not go far enough.
If Medical Officers of Health fail to exercise their responsibilities in regard to health education it may well be that the hospitals of tomorrow must become educational centres. Example can be more effective than exhortation and there is no excuse for dirt and disorder in the corridors, kitchens, wards or even lavatories of a hospital.
When we see this we have a responsibility to take appropriate action, but after repeated frustrations the temptation is to accept it as inevitable under existing systems of hospital supervision. Educational impact can, however, be rewarding as shown in maternity hospitals and clinics designed to prepare the mother and father for the arrival of their baby and for its subsequent care. Antenatal clinics should be educational centres with considerable influence on a captive and receptive audience. Cleanliness, smoking, diet and discipline are obvious examples of relevant topics.
In clinics on the African continent women watch educational films on health, diet and hygiene with eagerness. Successful motivation is the keynote in advertising, and new methods of achieving this must be used in relation to outstanding medical problems such as population control, cancer and accident prevention, as well as for the maintenance of good health. If expertise were provided equal in power to mass media which suggest that margarine is better than butter, or that white is whiter than white, the results could be dramatic.
Just as earthenware jars and glass bottles replaced skins for the storing and conveying of wine, so radio, television and films must be explored more vigorously as educational channels between doctor and public. They have a tremendous potential for good or ill. When Wertheim performed his first operation for carcinoma of the cervix on a November day in Vienna in 1898 it took the medical world a long time to hear the news. But today when a heart is transplanted in Cape Town, a severed arm is resutured in Tokyo, or an abdominal tumour is dispersed in Peking by the thoughts of Mao, the whole world hears before the patient leaves the recovery ward. News is one thing, educational potential another. When doctors realize that education in its widest sense is an integral and increasing part of modern medicine with lessons applicable to both profession and public, the effect of the new media could be decisive. A medical broadcasting and television centre with emphasis on health education at all ages from nursery school to geriatric ward is not as fantastic as at first it may appear. It could prove essential for community health. Medical schools, royal medical colleges, and even the Royal Society of Medicine may need to accept greater responsibility for educating the public, as well as the profession, on developments in medicine.
The status of the doctor in society is changing. From earliest times he has regarded his profes-29 25 A03 sional freedom as an essential attraction. Hippocrates was more than a great teacher to his pupils. He was a father figure who both earned and demanded their respect and allegiance. The relationship of master and pupil emphasized the personal responsibility which medicine demanded of its disciples, and concepts which have persisted through the centuries are not easy to change. Before this can be done there must be a realization of the need for change.
Team Work Medicine has advanced more in the last fifty years than in the thousands which came before. Even in one speciality the accumulated relevant information is more than the memory of one man can retain. On this basic fact the case for medical team work is established. The leading surgeons of fifty years ago displayed technical perfection equal to the best seen in the theatre today. They worked largely alone, without those skills which the radiologist, endocrinologist, biochemist, cardiologist, or cytologist, to mention but some, now contribute to team effort. This has revolutionized the contribution of modern medicine and gives promise of greater things to come.
Operative mortalities of 5 % or more have been reduced to 0-1 % or less. Many conditions which were inoperable a few years ago now are no problem to the medical team provided available facilities are used. Sometimes they are not. It is now usually team work rather than individual effort which brings success, and slowly this fact is being accepted by the profession. Meanwhile hospital costs have risen until the charge on national income is nearly £1,000 million sterling. The doctor is a citizen and taxpayer as well as a medical man and perhaps he spends too little time considering how the service could be made more efficient at lower cost. The allocation of a fixed number of beds as by divine right to a consultant on appointment and 'until death us do part' can no longer be justified, By team work and sharing available facilities efficiency can be improved with benefit to both patient and doctor.
Life seemed good to the doctor when he accepted full responsibility for the pregnant woman, anvsthetized her with chloroform in her double bed, and delivered her infant with forceps face to pubis (as though he meant to) under the disapproving gaze ofthe midwife. His own master, he was responsible only to his conscience. When all went well his reputation was high and when all went badly it was sometimes even higher! Poor Mrs X died 'in spite of all the doctor did for herhe even visited her three times a day!' That era has gone never to return.
The prima donna of practice is being replaced by teams of increasing efficiency. The doctor was once a competitor for the obstetric favours of the community with the midwife a critical rival. A consultant was usually a senior general practitioner with considerable experience and skill who practised obstetrics in the larger towns. When difficulties arose beyond his competence he transferred his patient to a local surgeon who performed classical Casarean section. Slowly at first, practitioners used the new facilities of consultant clinics, flying squads, and general practitioner obstetric wards. They attended clinical meetings where mutual problems were discussed. They asked with increasing frequency for advice before difficulties arose, and became more skilled in detecting abnormalities in antenatal progress.
In 1948 the concept of an Area Department born in Oxford was put into operation in the maternity service of the Region and later adopted in medicine and surgery. It associated with the nearest consultant department general practitioner obstetricians who recognized that midwifery makes heavy demands on all involved, and that unless a doctor is prepared to accept hard work and high standards he should not be practising obstetrics. General practitioners elected one of their number as liaison officer with the consultant team in the nearest specialist hospital, where he was given a sessional contract and clinical responsibilities. In this way a team was formed. Criteria for the admission of patients were mutually agreed and the midwife in charge of the practitioner unit and the liaison officer between them saw that standards were maintained.
The practitioner obstetrician had autonomy within his unit. When difficulties arose help was sought from the consultant department, whose flying squad was always available. An annual report of unit activities, prepared by the liaison officer, was incorporated in the complete report for the area. The important lesson was soon learned that to practise obstetrics without maternal or infant death does not necessarily mean that one is practising safe obstetrics. Selfcriticism leads to necessary reforms. Before long, thousands of consecutive deliveries were conducted in these practitioner units with no maternal death and a perinatal mortality varying from 1 to 6 per 1,000 total births. Over 10,000 deliveries are now conducted annually in this way in the Region.
Professor E D Acheson with his record linkage found that the highest perinatal mortality was in mothers transferred late in pregnancy or labour. This emphasized two points: the importance of a correct preliminary decision as to the safest place for delivery and the need for a flexible attitude so that plans would be changed when complications occurred. Action taken after Section ofObstrics & Gynecology recognition of these facts led to a higher standard of patient care with improved perinatal results. Slowly but surely team work in the Region was consolidated. Young doctors wishing to enter general practice are encouraged to spend six months in a maternity hospital approved for training by the Royal College and positions are found for them.
In sport, efficient team work involves selection, training and delegation of responsibility. The question as to which place the captain fills is relatively unimportant. The thing that matters most is that the team functions with co-ordinated unity. The same applies in medicine. Struggles between the traditional midwife and man-midwife, and later between midwife, general practitioner and obstetrician, illustrate this. In Britain those days have gone and there is now greater unity than ever before. Its continuation is essential to the success of the maternity service.
When medical students receive only eight weeks instruction in obstetrics and gynicology they should see the subject in better perspective than in the past if the curriculum is properly prepared and teaching is imaginative. It is obvious they cannot learn details or manipulative skills and therefore no one could any longet claim after registration that he could practise obstetrics. He must first fulfil the requirements of postgraduate instruction necessary to equip him as a general practitioner obstetrician, trained and anxious to accept the considerable responsibilities which must be given to him. Many senior general practitioners and consultants believe, as I do, that at least 70 % of all obstetric patients in England and Wales could be cared for by practitioner obstetricians as defined above if they were members of an efficient area team.
Hospital confinements in England and Wales have increased with amazing rapidity until they have outstripped the 70% maximum envisaged in the Cranbrook Report of 1959. Directly associated with this rise has been the rapid increase in the number of patients discharged early from hospital to the care of district midwives. In England and Wales a total of 227,480 in 1964 had risen to 313,724 four years later, an increase of nearly 40%. It still rises. The implications of this on domiciliary midwifery and on the training and practice of domiciliary midwives are receiving careful consideration by the Central Midwives Board. The repercussions on both general practitioner obstetrician and consultant are under review by the Royal Colleges of Ob-stetricians and General Practitioners. In their respective publications both have recognized the need for team work in the integrated service of tomorrow.
Hospital Influence in the Community The third point is so intimately connected with the two previous ones that little remains to be said. It deals with the influence which a hospital must extend beyond its gates to the community from which its patients come. Too often hospital Annual Reports suggest that poor results had been influenced adversely by the serious condition of patients admitted. It is fair comment that in many hospitals consultant services in all disciplines have not been as much in tune as they could be with medical practice in the communities they serve. Expensive, sophisticated equipment and highly skilled teams waiting to receive the coronary patient at hospital are excellent if he arrives alive but useless when he is brought in dead. To accept responsibility for him during the emergency at home and to decide when and how he should be transferred to hospital might save his life. In the same way the patient whose ulcer is bleeding may be saved by the timing and mode of transport to hospital just as maternal deaths from hemorrhage have been reduced by obstetric flying squads. There seems to be reluctance or inability to follow the lead given by obstetricians in providing a service from the onset of an emergency.
The influence a hospital can exert is not confined to emergency situations. An outstanding example comes from the gynecological department of the Royal Victoria Hospital, Montreal. One of Canada's pioneers in community screening for cervical cancer, it has raised the annual number of patients investigated to nearly 40,000. Concurrently it has increased the percentage of Stage 1 cases seen to 60% and of Stage 1 and 2 combined to over 80%. With this progressive rise in early detection it has achieved a 70% five-year recovery rate for all patients seen with carcinoma of the cervix.
Demands on the hospital service will continue to change although a more positive attitude to health and rehabilitation should reduce to a minimum the time spent in hospital. Ultimately this will affect the type of hospital required and possibly decrease, relatively at least, the national cost of the service. The new wine promises to be exciting although palates will differ in their assessment of it. The bottling is in your hands.
